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INSTEAD OF UNPHYSIOLOGICAL “PHYSIOLOGICAL SALINE” 


(is Here’s how new POLYSAL'/ Cutter helps your patients: 


1, POLYSAL prevents and corrects hypopotassemia without danger of toxicity. | 


Approximating Plasma 


2. POLYSAL corrects moderate acidosis without inducing alkalosis. 


Routine Fluid and Elec- 
3. POLYSAL replaces the electrolytes in extracellular fluid.’ a ae 


tCutter Trade Mark 


4. POLYSAL induces copious excretion of urine and salt.' 


In distilled water— 


Polysal, a single solution to build electro- or other electrolyte solutions would ordi- | 250 cc. and 1000 cc. 
lyte balance, is recommended for electro- narily be given. Write for literature and In 5% laa 
lyte and fluid replacement in all medical, handy wallet-size mEq chart ... Cutter | 500 cc and 1000 cc. 


surgical and pediatric patients wheresaline Laboratories, Berkeley, California. 


«want NOM POLYSAL your ROUTINE PRESCRIPTION 
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De Kebus Medicis Et Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


MEDICAL PUBLIC RELATIONS AND THE LAY PRESS 


During these days of political and econo- 
mic unrest, American Medicine seems to 
nave a strange knack of keeping itself in 
hot water most of the time! A sign of the 
times is the relative simplicity with which 
people find fault with any business or any 
profession. Many Americans find it very 
easy to criticize everything and everybody, 
including their government. The result has 
been that so-called “public relations” has 
become an important adjunct of all business 
and professional activities. 

Medical organizations at county, state, 
and national levels have entered into the 
public relations arena by employing experts 
in that specialized field. In addition, the 
profession has made attempts to correct the 
faults of which it is accused. The so-called 
“grievance committee” at the county level is 
an example of medicine’s concern for the 
good will of the public, as well as an an- 
nounced intention to discipline the wayward 
members of the profession. 


MEDICAL ETHICS 


It is trite to point out that the ethics of 
medicine, properly respected and enforced, 
are far and away more idealistic than those 
of any industry or profession on the face 
of the earth. If every physician lived and 
practiced by the principles of medical ethics, 
there would be no reason for a public re- 
lations campaign or a grievance committee. 
For medicine has in its code the inherent 
power to clean its own house and to keep 
it clean. Human nature being what it is, 
such a Utopia is hard to achieve. 

As in any democratic organization, the 
enforcement of these principles is the res- 
ponsibility of the local members, in this 
case the County Medical Society with the 
right of appeal to the parent organizations. 
Unfortunately, the majority of county So- 
cieties are delinquent in these duties; and, 
as a result, the judgement of the professional 
ethics and ability of the individual doctor 
falls upon the medical staff and the board 
of directors of the local hospitals. For the 
hospital management is held responsible by 
law for the adequate professional care of 
the patient in the institution. Thus the hos- 


pital board of directors too often becomes ’ 


the protector of the public in the field of 
medical care. 


DISHEARTENING 


In view of these facts, which combine 
county society powers and hospital respon- 
sibility under the law, it is frightening and 
disheartening to see so many detrimental 
articles regarding the human frailties of 
some members of the profession appearing 
in the lay press. On the one hand, the pro- 
fession and the hospitals are trying in every 
way possible to provide safe, sane, and ad- 
equate medical care and thus build up public 
confidence in the profession, while on the 
other hand there appear so-called authori- 
tative articles, written by doctors for the lay 
press, which have the exact opposite effect. 

Such articles are detrimental to the entire 
medical profession and to the hospitals. 
Furthermore, they are stupid and futile, for 
the laymen who become “fired up” by these 
articles can do nothing individually or col- 
lectively to correct the situation. They cannot 
detect the small minority of doctors who 
practice “rebates,” split fees, do “ghost sur- 
gery,” charge excessive fees, perform un- 
necessary operations, or are incompetent in 
certain fields of medicine or surgery. Only 
the county medical society and the staff and 
management of the local hospitals can detect 
and abolish unethical procedures and protect 
the public from incompetent doctors. 

It is regrettable that these writers have 
implied a blanket indictment of the profes- 
sion on the premise of a weakness of an 
extreme minority of doctors. In one ill- 
conceived gesture they have destroyed public 
confidence and good will that was attained | 
with difficulty. 


New Extract 


Vergitryl Intramuscular (Squibb Vera- 
trum Viride Fraction), a parenteral form of 
uniformly standardized purified extract of 
Veratrum viride, has been made available 
by E. R. Squibb & Sons for the treatment of 
acute hypertensive episodes. 

Vergitryl Intramuscular will be found 
especially useful in treating the hypertensive 
complications of pregnancy. 
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DR. LATHROP IS NEW PRESIDENT OF NEW MEXICO 
MEDICAL SOCIETY 


Dr. A! L. Lathrop of Santa Fe, New 
Mexico, was elected president of the New 
Mexico Medical Society for 1953-54 at the 
organization’s annual meeting in Albuquer- 
que, New Mexico, May 7-9. 


Other officers elected were Dr. John 
Conway of Clovis, president-elect ; Dr. Stuart 
Adler, Albuquerque, vice-president; and Dr. 
T. E. Kircher, Jr., Albuquerque, secretary- 
treasurer. Dr. Coy 
Stone of Hobbs is the 
retiring president. 


Selected as council- 
lors were Dr. Carl H. 
Gellenthien, Valmora, 
and Dr. R. C. Derby- 
shire, Santa Fe. Drs. 
Lathrop, Conway, 
Gellenthien and I. J. 
Marshall were named 
to the board of trus- 
tees. New members of 
the board of supervi- 
sors are Drs. George 
W. Prothro, Clovis; 
Nathan D. Frazin, 
Silver City; Milton 
Florsheim, Raton; 
and Earl Malone, 
Roswell. Clovis was 
selected as the con- 
vention site for 1954. 


In his presidential 
address entitled — 
“Where We Stand,” 
Dr. Lathrop said in 
part :— 


“The New Mexico 
Medical Society finds 
itself in an enviable position. It is a united 
organization, welded together by the earnest 
efforts of able men. The serious problems 
that have beset the profession in the past 
few years are by way of being settled. Nor 
do we have the immediate threat of govern- 
ment medicine still to worry about, though it 
becomes increasingly evident that our guard 
must ever be up against various insidious 
attempts to bring it about. 


Dr. A. L. Lathrop 
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“Through the introduction of a rotating 
emergency service by the County societies 
or through the cooperation of hospital staffs, 
we have given assurance that anyone in need 
of a physician can always obtain one, no 
matter what hour of the day or night. 


“There is one complaint leveled against 
us which may have some justification. This 
is charging more than the patient can afford. 
I do know that to do 
so harms us as indi- 
viduals and collec- 
tively more than any 
possible temporary 
benefit. The first pa- 
tient we see coming 
to us late in a critical 
illness because of 
this fear of the pos- 
sible doctor and hos- 
pital bills, should 
cure us of any ten- 
dency to overcharge. 


“The problem of 
cushioning the heavy 
expense of prolonged 
hospital care is still 
acute. Our own pro- 
fessional interest is 
involved in this be- 
cause in so many 
cases we are not paid 
until the patient’s 
hospital bill has been 
covered. Insurance is 

_ covering an ever- 
increasing number o* 
people under sixty- 

. five. For those over 
sixty-five and those suffering from illness 
of longer duration than the insurance poli- 
cies cover, there is only the “grants in aid’ 
to those on relief. It may be that old ag 
pensions should be increased under these cir. 
cumstances. Making all medical expenses 
deductible for income tax purposes woulc 
help .in many cases. As practicing physi- 
cians, our own best method of easing this 

* load is to watch our charges to such patients.” 
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APHORISMS 
TRUTHS AND CONCEPTS 
CONCERNING BLOOD 


By Andrew M. Babey, M. D., Las Cruces, N. M. 


22. “Finally may I add a word of warn- 
‘ng on a point which I mentioned earlier. It 
1s essential to examine the marrow before 
accepting a diagnosis of Banti’s syndrome 
.ecompanied by a large spleen. If the marrow 
is found to be fibrotic from metastatic car- 
cinoma or sclerosis of any type, then it can 
be assumed that the splenic enlargement is 
due of a resumption of haemopoietic activity 
compensating for the obliterated marrow. 
The removal of the organ would then be a 
disaster.””—Whitby, loc. cit. p. 625. 


23. “It seems clear that an important 
factor in the pathogenesis of haemochroma- 
tosis is excessive absorption of iron from the 
alimentary tract; the mechanism that in the 
normal non-anaemic person limits the ab- 
sorption of iron to very small amounts is not 
working properly, and since absorbed iron 
is excreted only very slowly deposition in the 
body tissues inevitably follows.”” — Lancet, 
March 29, 1952, p. 651. 


24. “Davis and Arrowsmith did try the 
effect of repeated venesection in 3 patients 
with haemochromatosis, and they claimed 
that serial liver biopsies showed lessening of 
the haemosiderin and improvement in the 
cirrhosis. Incidentally in these cases the red 
cells regenerated very quickly, and this sug- 
gests that the haemosiderin iron may be uti- 
lisable for haemoglobin formation.”—Lancet, 
March 29, 1952, p. 651. 


25. “The spleen is, at best, an unstable 
reservoir for platelets and for all of the other 
normal circulating blood cells elements and 
once it has been caught in any pathological 
hyperactivity, it is never again to be fully 
trusted. Sudden acute hemoclastic crises will 
usually recur, sooner or later, either spon- 
taneously or precipitated by minor illnesses 
or accidents. Since the spleen is not essential 
to either normal human health or longevity, 
there are no known contraindications to its 
removal at any age. Chronic invalidism and 
acute fatalities are, on the other hand, more 
frequently the result of a pathologic spleen 
than has therefore been generally realized.” 
~—-Chas. A. Doan, M. D. Annals of Int. Med. 
Dec. 1949 p. 980. 


26. “—these three features— (1) the 
“depleted” blood, (2) the splenomegaly, and 
(3) the hyperplastic bone marrow—are quite 
typical of the hypersplenic syndrome.” — 
Evan Calkins, Mer. Pract. p. 659. 


27. “The results of splenectomy for con- 
genital haemolytic anaemia are excellent; the 
operative mortality is less than 1%, jaundice 
speedily vanishes, anaemia is cured, and good 
health is maintained. Spherocytosis persists, 
and the “fragility” remains unaltered.” — 
ae Maingot, Lancet, March 29, 1952 p. 
627. 


28. “If ina case of congenital haemolytic 
anaemia there is a recurrence of the pristine 
signs and symptoms, the implication should 
be clear and the treatment obvious. A re- 
currence implies one thing only—an acces- 
sory spleen was not detected at the primary 
operation, and with the passage of time this 
sinister structure has grown in stature and 
assumed the form and even the “viciousness” 
of its departed forebear.”—Rodney Maingot, 
loc. cit. p. 627. 


29. “In my experience the role of surgery 
in acquired haemolytic icterus is discourag- 
ing, fully 70% of the patients being unaffect- 
ed by removal of the spleen. I am aware that 
Learmonth (1951) estimates that splenec- 
tomy is effective in about half the cases, and 
that this view is shared by other workers. 
Rousselot (1949), however, states; “Our 
experience has been generally disappointing 
in this group. Surgery offers very little more 
than a 15% chance of arrest of the haemolytic 
activity, with 85% unaffected by removal of 
the spleen.” — Maingot, Lancet, March 29, 
1952 p. 627. 


30. “Whereas the diagnosis of the con- 
genital type can often be made with con- 
fidence, the same cannot be said of the ac- 
quired type, which has to be differentiated 
from a host of conditions capable of pro- 
ducing haemolytic anaemia, including drug 
idiosyncrasy, lymphadenoma, lymphosarco- 
ma, Cooly’s anaemia, pyogenic infections, 
etc.”—Maingot, Lancet, loc. cit. p. 627. 


31. “It is often stated that splenectomy 
should be done in selected cases of secondary 
purpura to relieve the damaging effects of 
associated hypersplenism, and that the late 
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results are satisfactory. In my experience, 
however, the “satisfactory results” are at- 
tributed to the fortuitous discovery during 
convalescence of an “Assignable cause” of 
the purpura and to the appropriate treat- 
ment thereof rather than to splenectomy.”— 
Maingot, loc. cit. p. 627. 


32. “There are two forms of primary 
purpura; the chronic or relapsing, which is 
as a rule, easy to recognize; and the acute 
or fulminating, which is difficult to diagnose 
with exactitude. In the latter group splenec- 
tomy is a lifesaving surgical emergency, and 
is an imperative procedure to prevent fatal 
blood-loss, or irreparable damage to the brain, 
retina, liver, or kidney.”—Maingot, loc. cit. 
p. 628. 


83. “The results have shown that splen- 
actomy, plus removal of accessory spleens 
when present, offers a greater hope of com- 
plete arrest of idiopathic purpura than any 
other form of treatment.” — Maingot, loc. 
cit. p. 628. 


34. “The age of the patient and the size 
of the spleen influence the prognosis. The 
older the patient the worse is the prognosis. 
In my series the poor results were observed 
in patients with “sizable” spleens.”—Main- 
got, loc. cit. p. 628. 


35. “Experience leads me to believe that 
in the idiopathic type of purpura the spleen 
is not enlarged, that it is normal in weight 
and structure, and that accessory spleens 
are found in fully 30% of the cases. Some 
so-called “recurrences” are unquestionably 
due to overlooking an accessory spleen during 
splenectomy.”—Maingot, loc. cit. p. 628. 


36. “In doing a splenectomy a careful 
search should be made for accessory spleens. 
These are most often found in the gastro- 
splenic omentum, near the hilum anterior to 
the main splenic vessels, in the great ometum, 
near the tail of the pencreas, in the pan- 
creatico-splenic ligament, and in the intes- 
tinal mesenteries. Accessory splenic tissue 
is occasionally found in the left ovary or in 
the left testicle.’—Maingot, Lancet, March 
29, 1952 p. 628. 


37. “Except when operating for rupture, 
I have always made a point of searching for 
an accessory spleen in all cases in which 
I have done splenectomy. In 23 consecutive 
cases of splenectomy for idiopathic purpura 
I found one or more accessory spleens in 8 
cases.” —Maingot, loc. cit. p. 628. 


38. “Accessory spleens are present in 
about 30% of cases of familial haemolytic 
anaemia. The last patient on whom I operat- 
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ed for this disease, a boy of 12 years, had two 
large accessory spleens in the splenocolic li- 
gament and a small one in the gastrosplenic 
omentum.”—Maingot, loc. cit. p. 628. 


39. “Hypersplenism is a functional dis- 
turbance and not a specific pathological en- 
tity. The “sequestration” theory of Doan 
involves the phagocytosis of one or more of 
the cellular elements of the blood by the 
spleen. Thus, the phagocytosis of large 
numbers of erythrocytes leads to haemolytic 
anaemia; of leucocytes to neutropenia; of 
platelets to primary or idiopathic purpura; 
and of all three cellular elements of the blood 
to panhaematocytopenia.” — Maingot, loc. 
‘cit.: p. 629. 


40. “In splenectomy for the primary or 
idiopathic forms of these diseases we remove 
a focus of disease, in fact a parasitic organ. 
The spleen has a vicious, perverted, or vi- 
carious appetite either for red cells, white 
cells or platelets; or, again, it may display an 
avidity for all these cells which circulate in 
the splenic pulp.”—Maingot, loc. cit. p. 629. 


41. “It appears therefore that the greatest 
value of bone marrow study in purpura is at 
the diagnostic level, where it provides as- 
sistance in the differentation of leucemia, 
aplastic anaemia, and other conditions. At the 
present time, decision as to splenectomy in 
idiopathic thrombopenic purpura rests rather 
on the clinical findings than on any visible 
changes in the megakaryocytes of the mar- 
row.” — Elliott, M. D. and Turner, M. D. 
Surgery Gynecology and Obstertics p. 540 
May, 1951. 


42. “It must therefore be concluded that 
not all cases of purpura which recur following 
splenectomy are due to accessory or residual 
splenic tissue not apparent or over-looked 
at the original operation. This however, does 
not lessen the advisibility of reoperating 
upon these patients in carefully selected ins- 
tances.—Elliot, M. D. and Turner, M. D. 
loc. cit. p. 541. 


43. “After gold therapy, in Boek’s sai- 
coid and in lupus erythematosus disseminr- 
atus, splenectomy has been of use in control '- 
ing bleeding that has been severe.”—Ellic‘ 
M. D. and Turner, M. D. loc. cit. p. 544. 


44, “Over the past two decades and mor ° 
it has been the policy of both surgeons an: 
internists of the Presbyterian Hospital no: 
to recommend removal of the spleen i) 
thrombopenic purpura other than idiopathic. 
However, by virtue of mistakes in diagnosis, 
or the compelling need for a trial of surgica! 
therapy in spite of some uncertainty of diag- 
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nosis, splenectomy has been performed in a 
small number of cases that must be classed 
as “secondary purpura.” There are two 
major points of interest about this group, to 
wit, (a) the clinical benefit brought about 
by splenectomy has been surprisingly great 
and approximates the results seen in idiopa- 


thic purpura; (b) the purpura has been se- 
condary to three clinical conditions — gra- 
nuloma of the spleen, idiosyncrasy to gold, 
and lupus erythematosus disseminatus.” — 
Elliott, and Turner, loc. cit. p. 542. 


45. “In certain carefully selected symp- 
tomatic purpuras, if bleeding is severe and 
threatens life or if the hemorrhagic manifes- 
tations are unduly prolonged, splenectomy 
should be considered. It is not intended that 
this idea should embrace the purpuras seen 
in the course of leucemia, aplastic anaemia, 
acute infections, or chronic diseases such as 
nephritis. Nor is it intended to imply that 
operative interference should be contemplat- 
ed in purpura due to drugs. With the excep- 
tion of gold, most chemicals that cause pur- 
pura are eliminated rapidly from the body 
and their withdrawal therefore almost always 
is quickly followed by disappearance of ab- 
normal bleeding. Furthermore, in purpuras 


' due to idiosyncrasy to gold, the therapeutic 


use of BAL is likely to take precedence over 
any other form of management.’”’—Elliott, M. 
D. and Turner, M. D. Surgery Gynecology 
and Obstetrics p. 543. 


46. “It has been our unfortunate expe-' 


rience to have underrated the potential vio- 
lence of the purpuric process in several pa- 
tients and to have therefore withheld surgery 
from them, only to witness fatal cerebral 
hemorrhage not long after.. It is this un- 
predictable character of the disease, which 
may defy even the most experienced clinical 
judgment, that makes it necessary to con- 
sider splenectomy in all but the mildest 
examples of purpura hemorrhagica.” — El- 
liott, M. D. and Turner, M. D. loc. cit. p. 543. 


47. “It would appear that in the age 
group before 31 years a favorable outcome 
after splenectomy may be expected in perhaps 
some four-fifths of the cases, as opposed to 
only about one-half of the later age group. 
(of purpura hemorrhagica.)”—Elliott, M. D. 
and Turner, M. D. loc. cit. p. 5438. 


48. “The incidence of carcinoma of the 
stomach is very high in untreated pernicious 
anaemia, and gets higher as the patients get 
older, even though adequate treatment is 
continued.” — Dr. Jacobson, M. D. American 
Practitioner, Feb. 1953. p. 144. 


49. “As for dosage, others used to talk 
about one microgram of vitamin B12 being 
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approximately equal clinically to one USP 
unit. In our opinion, one USP unit requires 
three to five micrograms of vitamin Biz 
for equivalent potency. This mens a main- 
tenance dose, for instance, for the average 
case of pernicious anaemia might be 30 USP 
units of liver extract per four weeks, or at 
least 100 micrograms of vitamin Biz.” — Dr. 
Jacobson, M. D. American Practitioner, Feb. 
1953. p. 144. 


W. U. Paul New President of Texas 
Hospital Association 


W. U. Paul, administrator of Southwestern 
General Hospital of El Paso for the past 11 
years, has been installed as president of the 
Texas Hospital Association. 

Mr. Paul, who has served the association 
as a trustee, member of the grievance com- 
mittee and member of the council on hospi- 
tal service plans, succeeded C. H. McCrary, 
administrator of the Medical and Surgical 
Clinic-Hospital in Tyler. 

Meeting with the hospital association were 
the Texas Association of Hospital Auxilia- 
ries, Texas Association of Nurse Anesthetists 
and Texas Association of Medical Record 
Librarians. 

Mr. Paul, who has been active in the THA 
since 1942, is also a member of the state 
hospital grievance committee, advisory coun- 
cil of the Hospital Construction Act (Hill- 
Burton), and advisory board of the Kellogg 
Foundation for the advancement of nursing 
service for the University of Texas Medical 
Branch, in Galveston. 


Golf Tourney, Stag Dinner 
at El Paso Country Club 


All southwestern physicians are invited to 
participate in a medal play golf tournament 
the afternoon of Wednesday, June 24, at El 
Paso Country Club. 

The tournament which is being sponsored 
by Charles Pfizer & Co., will get under way 
at 1:30 p.m. There will be play in all flights, 
and players of all handicaps will be invited 
to participate. Numerous prizes will be 
given. 

The tournament will be followed by a stag 
cocktail hour and dinner to which all parti- 
cipants and officers of E] Paso County Medi- 
cal Society are invited. Charles Pfizer will 
be host. 

For further details any physician may 
phone John P. Hart, Southwestern represen- 
tative for Pfizer, at El Paso 6-0226. 
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CARE AND TREATMENT OF CONGESTIVE 
HEART FAILURE 


By Ralph H. Homan, M. D., F. A. C. P., El Paso 


Brams defines “congestive heart failure” 
as an inability of the heart to pump adequate 
blood into the arterial system, with resulting 
engorgement in the greater or lesser venous 
circuits. While the clinical manifestations 
of congestive heart failure will be determined 
by predominance of congestion in either the 
greater or lesser venous circuit, it is not 
my purpose now to differentiate between 
these two, but rather to give briefly an over- 
all regime of general care and treatment of 
the combined failure, or total cardiac failure. 

Predominant congestion of the greater 


venous circuit is manifested by engorgement 
of the liver and peripheral veins, edema, and 
by cyanosis; while predominant congestion 
of the lesser venous circuit produces en- 
gorgement of the lungs, with respiratory 
distress, such as paroxysmal dyspnea, acute 
pulmonary edema, etc., in the acute stage, and 
with wheezing respiration at night, cough, 
and dyspnea on the slightest exertion, anda 
persistent rales at the bases of the lungs in 
the lesser or milder stage. Of course, the aim 
of treatment in heart failure is to improve 
the function of the heart as much as possible 
and also to lessen the load, or the work, that 


the patient is putting on the heart. It is . 


practically impossible in most cases to restore 
the original anatomic condition of the heart 
muscle unless we are dealing with a failure 
due to one of the congenital anomalies, or 
valvular disease which can be remedied by 
surgery. Under this, of course, would come 
constrictive pericarditis, thyrotoxicosis, or 
other similar conditions. 


BED REST 


Bed rest is of utmost importance in early 
treatment. To carry this out a cardiac or 
hospital type of bed is preferable, to permit 
the patient to be in a sitting, or semi-sitting 
position, with the knees elevated and bent. 
The reason for rest, of course, is that rest 
slows the heart rate and reduces the cardiac 
out-put to a small part of what it would be 
at even moderate activity, thereby cutting the 
work of the heart to the absolute minimum. 
Without this rest all other measures such as 
medical, dietary, and mechanical treatments 
would very likely fail. It is important that 
bed rest be very strict at first. The patient 
should not even be allowed to feed himself 
but should be fed by a nurse or other at- 
tendant. Since some patients find using a 


bed-pan very irksome and laborious, I permit 
the use of a bedside commode, particularly 
for bowel movement. While under absolute 
rest, it is also necessary and advisable to 
permit passive movements of the arms and 
legs and also light massage from the extre- 
mities toward the body. This is to prevent 
any stagnation of the blood in the larger 
veins. While speaking of rest, mental rest is 
just as important and necessary as is phy- 
sical rest. All excitement should be avoided. 
Visitors should be limited in time, as well as 
in number, and only those allowed to visit 
who can be tactful and show good judgment 
in their stay. 


ACTIVITIES 


After the acute stage is passed, the patient 
must be allowed to resume, very slowly and 
in a limited manner, some of his activities. 
Dangling may be permitted for a few minutes, 
three or four times daily, and shortly there- 
after subsequent steps may be taken toward 
moderate activity, depending on the condition 
of the patient regarding dyspnea, increase in 
pulse rate, or other signs of over-exertion. 
The sooner a patient can be gotten up in a 
chair, the better off he is because it makes 
him feel better and gives him confidence, as 
well as decreasing the likelihood of formation 
of thrombotic areas in the larger veins. As 
soon as is deemed feasible, the patient should 
be allowed to walk short distances about the 
room, with assistance, providing no shortness 
of breath or undue increase in the pulse rate 
occurs. It usually takes three or four weeks 
before the patient has sufficiently improved, 
if he has been acutely ill, before he can be 
allowed to manage his own regime and be 
left to his own devices. Recurrence is cer- 
tainly likely to take place if things are hur- 
ried too much or if the patient becomes the 
least bit careless. The length of time of 
complete rest in bed, of course, depends on 
how sick the patient was to begin with, and 
how rapidly he recovers from the acute stage. 


DRUGS 


Because sleep and rest are very important 
to a patient with cardiac failure, one should 
not hesitate to give large doses of sedatives 
or hypnotics if these are necessary. Morphine 
and atropine (14 gr. of morphine and 1/75th 
of atropine) in the acute stage are to my 
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mind the best of all medications. The 
atropine is a drying agent and the morphine, 
besides inducing complete rest, will also act 
as a cardiac stimulant. Along with these 
aminophyllin should be given for its effect 
o:) the bronchi. Nembutal or seconal, either 
by mouth, suppositories, or by hypodermic 
in jection, are also of value when the marked 
e'fect of stronger drugs is not necessary. 
Nembutal or phenobarbital in small doses at 
r- gular intervals during the day serve to 
keep the patient more quiet and free from 
uidue excitement or irritability. In older 
p tients, however, one must watch for mental 
s‘mptoms during the administration of 
these drugs, especially if they are used for 
any period of time. Other drugs, such as 
clloral hydrate, paraldahyde, etc., are ef- 
fective and may be used, but the taste is 
ol jectionable and the benefit derived is not 
worth the unpleasantness which these cause. 


DIGITALIS 


Digitalis is indicated in all cases of heart 
failure, regardless of the heart rate or 
whether auricular fibrillation is present or 
not. To my mind quick digitalization is im- 
portant and if necessary a complete digitaliz- 
ing dose may be given. I believe Digoxin is 
the best form of digitalis to use in these cases 
because there is less likelihood of nausea and 
vomiting, but this is a moot question and 
open for argument. At present I am using 
for rather rapid digitalization .6 mg. of 
Digoxin, with .2 mg. every hour for 4 more 
doses, then maintaining a dose of .1 to .2 mg. 
daily, according to how the patient responds. 
Usually this amount (1.4 mg.) will digitalize 
the patient; but, if it does not, it may be nec- 
cesary to carry it on until toxic symptoms 
occur. For the first few weeks it will be 
necessary to watch the patient very carefully, 
until an adequate maintenance dose for him 
is established. Digitalis should be adminis- 
tered orally where this is possible, but Di- 
goxin can be given very easily by hypodermic 
or by rectum. At times it may be necessary 
to administer digitalis intravenously in the 
severe cases, where there is marked edema 
and where absorption from the gastro-in- 
testinal tract or injection by hypodermic is 
considered too slow, or is uncertain. There 
are, of course, certain contra-indications to 
digitalis, such as Stokes-Adams syndrome, 
when due to incomplete heart block ; and some 
physicians consider acute myocardial infarc- 
tion a contra-indication for its use. In frank 
congestive heart failure I do not hesitate to 
use it even in the face of infarction. 
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DIURETICS 


Next in importance to digitalis comes the 
diuretics. Shaffer and Chapman in their 


book on “Correlative Cardiology” state that 


cardiac decompensation is apparently not due 
solely to either increased hydrostatic or de- 
creased oncotic pressure, or both, but to a 
disturbance of electrolyte metabolism in- 
timately associated with a renal mechanism. 
In going on this theory, it is important that 
in massive edema something be given to 
change the glomerular filtration rate and 
tubular reabsorption of the sodium ion so 
that sodium chloride will be eliminated, thus 
freeing a great deal of the liquid and as a 
consequence decreasing the plasma volume 
in the body. Although the xanthines, theo- 
bromine, theophyllin, etc. have been used for 
a long time and are effective, the mercurial 
diuretics are more effective and very potent, 
and are indicated when marked diuresis is 
necessary. Salyrgan Theophylline, Mercu- . 
hydrin, Mercupurin, and Theomerin are the 
four preparations most frequently used and 
are much more effective when administered 
intravenously than when given intra-mus- 
cularly or by mouth. Some patients react 
unfavorably to intravenous injections of 
these drugs, however, and when this occurs, 
intra-muscular injections should be given. 
Herrmann has stated that he gets better 
results from Theomerin when used intra- 
muscularly than he does from any of the 
other preparations even when used intra- 
venously. Mercurial diuretics are contra- 
indicated in acute nephritis, impending 
uremia, severe anemia, cachexia, and ul- 
cerative conditions of the bowels. However, 
occasionally it is necessary to use them cau- 
tiously even in the face of severe kidney 
damage. The effects of mercurial diuretics 
may be greatly enhanced by oral adminis- 
tration of Ammonium Chloride. The usual 
dosage is 30 grains, three or four times daily, 
in enteric coated pills, and this should be 
started a day before the injection is to be 
given. 


DIET 


Since the work of the heart is increased 
appreciably by ingestion and assimilation of 
food, the diet should be regulated so that 
nutritional requirements are met with the 
least demand insofar as work on the heart 
is concerned. For the first few hours of 
acute decompensation I allow nothing but 
small amounts of distilled water. The patient 
is then maintained on a low calorie diet — 
as near sodium free as can be arranged — 
with a low residue diet being used insofar 
as possible. Gradually this is increased to a 
1000-1200 calorie daily diet, which is con- 
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tinued as long as the patient remains in bed, 
or until a satisfactory weight reduction in 
the obese patient has been effected. After 
the first few hours the patient should be 
permitted to drink as much fluid as he wishes 
during the day provided the fluids do not 
contain too much salt. Our water here is 
pretty high in sodium chloride and for that 
reason I like to keep my patients on distilled 
water when water alone is being taken. In 
the past it was thought that fluid intake 
should be decreased but that was before we 
were aware of the fact that sodium retention 
rather than fluid intake was likely to cause 
the edema. 


MODIFICATIONS 


There are numerous modifications of 
diet. Any dietetic company or the American 
Heart Association will gladly furnish a salt- 
free or low sodium diet list, and recently 
the American Heart Association has put out 
a cook book for low sodium diets, which can 
be obtained by request from the local Heart 
Association. Bed rest, while on this diet, 
causes much less trouble regarding flatulence 
and constipation, but the gas-forming foods 
such as cabbage, sauerkraut, raw tomatoes, 
lettuce, celery, etc. and the carbonated be- 
verages should be avoided. Milk and milk 
products should be eliminated with patients 
who do not tolerate them well. 


Numerous complications are likely to 
arise in the patient suffering from congestive 
heart failure. The most common ones en- 
countered are nausea, vomiting, constipation, 
severe dyspnea, cyanosis, unusual types of 
respiration, such as Cheyne-Stokes type and 
paroxysmal nocturnal dyspnea. (Acute pul- 
monary edema has already been discussed.) 
Pleural effusion is not unusual and pericar- 
dial effusion occasionally occurs. Pulmonary 
infarction and even occasionally broncho- 
pneumonia are sometimes encountered. The 
nausea and vomiting may be due to passive 
congestion of the gastro-intestinal tract or 
liver, and flatulence is quite often due to 
this. When these conditions are present more 
aggresive treatment of the cardiac failure 
and congestion is indicated. Certainly the 
medication, such as digitalis, will also cause 
nausea and vomiting and when this happens 
digitalis may be discontinued for a few days. 
Flatulence and also the nausea sometimes 
may be combatted with occasional cleansing 
enemas, or with chloral hydrate and sodium 
bromide, and more recently we have been 
using Dramamine hypodermically. The bow- 
els should be kept clean with laxatives — 
milk of magnesia and cascara being the ones 
I prefer. 
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SEVERE DYSPNEA 


Severe dyspnea should be treated with 
oxygen. Oxygen therapy is of great value in 
these cases and when indicated should be 
given continuously. The method of adminis- 
tration may be either by tent or nasal cathe 
ter. Mask is used occasionally but I prefer 
the afore-mentioned methods. When a high 
percentage of oxygen is needed, particularly 
in the severe pulmonary edema cases, 95- 
100% oxygen can be administered by the 
Boothby mask, with positive pressure. 


Paroxysmal nocturnal dyspnea is almost 
sure to occur if the patient is not kept in the 
semi-upright position, and this also can be 
combatted to a certain degree by more ad- 
equate digitalization and the administration 
of continuous oxygen. Pleural effusion is 
usually treated by withdrawing the fluid and 
by symptomatic treatment. Occasionally we 
find a case where the edema persists in spite 
of adequate bed rest, digitalis, and diuretics, 
and in these cases we must check very ca- 
refully for the sodium-intake. I recall one 
doctor whom I treated a few years ago, who 
was subject to persistent edema, and who 
was on as nearly sodium free diet as we could 
keep him, and in spite of this he noted his 
fankles swelling. In checking closely we 
found that he was taking two bottles of 
Seven-Up a day and investigation revealed 
the presence of sodium benzoate in the drinks 
and even this small amount of sodium taken 
regularly seemed to be doing the harm. Oc- 
casionally Southey tubes must be used to 
reduce the edema, especially at first, and at 
times it may be necessary to leave the tubes 
in for as long as a week or ten days, until the 
body functions have accustomed themselves 
to taking care of the excess fluids. Inter- 
curring infections, such bronchopneumonia, 
should be vigorously treated with penicillin 
or the sulfonamides, and protective doses 
given for some time following. Where pul- 
monary infarction occurs, conservative tre:t- 
ment is the method of choice unless there is 
evidence that the iliac veins or veins of the 
lower extremities are at fault. Quite often 
the infarction is due to emboli originating 
in the right side ‘of the heart. In case of 
emboli from the iliac veins, it is sometimes 
necessary to ligate the offending vein. Wh le 
the matter of anti-coagulants is still one of 
debate, I prefer using them to preveit 
further clotting either at the site of te 
origin, or in the region of the infarct. It is 
well understood that digitalization will fie 
quently cause the breaking off of thrombi in 
the right side of the heart and it is then a 
question of whether digitalis should be dis- 
continued. I usually prefer to go ahead with 
the digitalis even in the face of these throm)i, 
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using the anti-coagulants to combat the 
danger. Following pulmonary emboli, it is 
wise to keep the patient at absolute rest for 
at least two weeks after the temperature has 
become normal, and in the case of recurrent 
infarctions, it is sometimes advisable to use 
quinidine since this has proven beneficial in 
some instances. 


HIGH SPOTS 


It is, of course, evident that I have only 
stressed the high spots regarding the care 
of patients with congestive failure, but I 
have tried to emphasize the absolutely neces- 
sary points. I realize that a great many 
things; namely the use of resins and elec- 
trolyte exchange, certain mechanical means, 
such as applying tourniquets to the extremi- 
ties for varying periods of time, to relieve the 
load on the over-worked right heart, and 
surgical procedures, such as tying the in- 
ferior vena cava, for the same purpose, have 
not been discussed. I would like to impress 
upon you the necessity for rapid adequate 
treatment. Caution in treatment has no place 
in the care of acute congestive failure. The 
dispatch with which rest of the tired heart 
muscle is obtained, and the care with which 
it is maintained, may save your patient’s life, 
and it certainly will have great bearing in 
restoring him to a degree of economic ac- 
tivity. 


Clinical Notes From Medical. 
Grand Rounds * 


The mortality within a month or two after 
subarachnoid hemorrhage caused by rupture 
of an aneurysm of the internal carotid artery 
or its branches is probably as high as fifty 
per cent in untreated cases. Angiography 
should be routine after subarachnoid hemor- 
rhage but whether it should be done imme- 
diately or delayed for two or three weeks is 
still an open question. Early operations are 
attended by a high mortality and it is best 
to wait three or four weeks if possible, but 
recurrent bleeding may cause many deaths 
in this wating period. A special clamp, which 
effects gradual occlusion of the internal ca- 
rotid artery over a period of several days, 
permits small collateral channels to open 
while accomplishing the desired reduction of 
arterial pressure in the aneurysm. In a num- 
ber of cases, however, the aneurysm must be 
attacked intracranially for a permanent good 
result. 


*Reprinted by permission of The New England Medical Center. 
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The growing use of television in the na- 
tion’s medical schools is prophetic of a vir- 
tual revolution in medical teaching methods 
which may take place during the next ten 
years. 


Dr. David S. Ruhe, director of the Medi- 
cal Audio-Visual Institute, writing in the 
January issue of The Journal of Medical 
Education, looks ahead to a time when medi- 
cal schools will be linked in a TV network 
and when all medical students may have 
visual contact with the greatest medical 
minds of our time. 


Most medical schools questioned in a re- 
cent survey by the Medical Audio-Visual 
Institute indicated that they were making 
experimental use of television and that facili- 
ties for expansion of the program are being 
included in new building plans. Many schools 
sponsor health education programs to the 
public over regular TV channels. 


Antibiotics 
Antibiotics In Man 
Lancet: 2:630 1952 


Standard doses of antibiotics are designed 
to produce bacteriostatic or bactericidal con- 
centrations in the blood, but such levels do 
not necessarily reflect an equivalent thera- 
peutic effect in other tissues or body sites. 
Penicillin, Terramycin and streptomycin 
enter the cerebrospinal fluid with difficulty. 
Aureomycin does somewhat better but only 
after a delay of several days. Chlromycetin 
enters the spinal fluid with ease. Passage 
into most body cavities follows this general 
pattern. However, in the nasal sinuses and 
the aqueous and vitreous of the eye, the at- 
tainable concentration of antibiotics is con- 
siderably less than elsewhere. 


Cancer—Smoking 
Cigarette Filters And Lung Cancer 


Queries and Minor Notes: J. A.M.A. 
150:736, 1952 


If heavy smoking is a factor in develpment 
of lung cancer, would the use of a filter type 
cigarette holder afford any degree of pro- 
tection? The answering authority states that 
some protection might be had if the filter 
were changed after one or two cigarettes 
were smoked. But from a practical stand- 
point, filters are not changed often enough 
to be of much value. 


Clinical Clippings, December, 1952. 
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DIFFERENCES BETWEEN THE COLLAGEN DISEASES 
By Louis G. Jekel, M. D., Phoenix, Arizona 


INTRODUCTION 


In recent years an enormous literature has 
grown up concerning those conditions which 
have come to be known as the collagen dis- 
eases. Great stress has been laid on the simi- 
larities between these conditions. Indeed, so 
much stress has been put on these similarities 
as to lead the casual observer to the conclusion 
that these diseases are all the same thing. 
Such is not the case, however, and it is the 
purpose of this paper to define these various 
states and to point out the factors which dif- 
ferentiate one from the other. 


DEFINITIONS 

Opinions differ as to just which disorders 
should be classified as collagen diseases. 
Nearly all authors include disseminated lupus 
erythematosus, periarteritis nodosa, sclero- 
derma, and dermatomyositis among the der- 
matological conditions, and rheumatic fever 
and rheumatoid arthritis. The Libman-Sacks 
syndrome is also generally accepted as a col- 
lagen disorder, but it is usually considered to 
be a type of lupus erythematosus. Certain 
other conditions have been classified by some 
persons as collagen diseases but are not gen- 
erally accepted as such by the majority of 
authors. They are thromboangiitis obliterans, 
erythema nodosum, erythema multiforme, 
anaphylactoid purpura, Loeffler’s syndrome, 
and serum sickness. To aid in simplification 
and to avoid dispute this discussion will 
include only rheumatoid arthritis, rheumatic 
fever, disseminated lupus erythematosus, 
periarteritis nodosa, scleroderma, and der- 
matomyositis. Furthermore, the discussion 
of rheumatoid arthritis and rheumatic fever 
will be brief on the assumption that the vast 
differences between these diseases and the 
others are well known to all medical people. 
The main emphasis therefore will be placed 
on the four conditions which quite consis- 
tently show dermatological manifestations. 


DERMATOLOGICAL MANIFESTATIONS 


Disseminated lupus erythematosus is a 
constitutional disease characterized by skin 
lesions of a fairly typical nature associated 
with fever, divers aches and pains, great 
prostration, occasional delirium, enlarged 
spleen and lymph nodes, anemia, leukopenia, 
and in nearly all cases a downhill course to 
death with perhaps one or more remissions, 
either spontaneous or induced by favorable 


*Read at the regular meeting of the Yavapai County Medical 
Society, Prescott, Arizona, November 17, 1952. 


therapy. The earliest skin finding is ery- 
thema which occurs in patches on the face. 
These patches may fuse to cover the cheeks, 
nose, and ears. Edema then may become pro- 
minent, and at times the picture resembles 
that of erysipelas. The eruption then may 
spread to involve other surfaces, first the 
dorsal surfaces of the hands and forearms 
and the V of the neck (exposed surfaces) and 
later any part of the body. Scaly patches 
soon appear. Bullae and vesicles, crusted 
lesions, hemorrhagic lesions, and telangiecta- 
sia may be seen. The lips may be involved 
with scales and fissures, and the buccal 
mucosa may show extensive erosion or ulcer- 
ation. Also, rare as it may be, disseminated 
lupus erythematosus may occur without any 
skin lesions whatever. 


SCLERODERMA 

Scleroderma is a chronic disease charac- 
terized by hardening of the skin in localized 
patches or diffuse areas. It may show atro- 
phy, pigmentation, vasomotor disturbances, 
myosclerosis, calcinosis, and occasionally 
fibrosis of internal organs such as the esoph- 
agus or lungs. Although the localized forms 
of scleroderma may be only slightly or not at 
all disabling, the generalized, diffuse forms 
may lead to partial or complete disability, 
reernnn debility, and even indirectly to 

eath. 


Scleroderma occurs in three distinct forms: 


‘diffuse scleroderma, acrosclerosis, and mor- 


phea or localized scleroderma. Authorities are 
not in agreement as to whether these three 
conditions are merely different forms of one 
disease or whether they actually represent 
different diseases. 

Diffuse scleroderma usually develops in- 
sidiously. Almost any part of the body may 
be involved first. Prodromal subjective symp- 
toms are not common. A feeling of stiffness 
usually calls attention, to dermal changes 
which are already present. Infiltration or a 
peculiar edema, with or without erythema, is 
commonly the earliest finding. The skin feels 
stiff, and its normal markings disappear. 
The condition spreads, perhaps slowly or per- 
haps rapidly, until at times it involves much 
or all of the cutaneous surface. The skin 
becomes so tense and hard that it cannot be 
picked up in loose folds as is normal. At first 
the color remains normal, but later it becomes 
yellowish or ivory-like. Ultimately the skin 
becomes bound to the underlying structures. 
The upper parts of the body are involved most 
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frequently and most severely. The palms and 
the soles are usually spared. Restriction of 
motion by the tight skin may interfere with 
chewing, breathing, or locomotion or produce 
the characteristic mask-like face, depending 
on the areas involved. As the disease goes 
on atrophy, ulceration, pigmentation, sclero- 
dactylia, and calcinosis may appear. 


ACROSCLEROSIS 


Acrosclerosis shows certain differences 
from ordinary scleroderma which have led 
some authors to classify it as a separate dis- 
ease. It presents some of the findings of 
Raynaud’s disease with sclerodermic changes. 
Adult women are the usual victims. The 
symptoms of Raynaud’s disease, which ap- 
pear first, are followed by sclerodactylia and 
facial sclerosis. The sclerodermic changes 
ordinarily involve only the distal portions of 
the extremities, the face and neck, and at 
times the upper part of the chest. Roentgeno- 
grams may reveal resorption and shortening 
of the phalanges. Ulcerations and gangrene 
may occur as ischemia progresses. The con- 
dition tends to extend proximally on the 
hands and forearms and downward over the 
chest. 

Morphea occurs as one or more well defined 
patches of scleroderma which may involve 
almost any part of the body. In the early 
stages there are red or violaceous areas of 
variable size. Gradually the appearance 
changes, the central part becoming whitish 
or yellowish, the peripheral portion remain- 
ing violaceous or purple. The center may be 
depressed or elevated, but is always marked- 
ly infiltrated. The involved areas are round 
or oval, or at times linear forming a band of 
circumscribed scleroderma which may be ar- 
ranged in the long axis of an extremity or in 
the midline of the forehead, the latter lesions 
being known as en coup de sabre or the saber 
blade type. Morphea guttata or White Spot 
Disease is a variety of the disorder in which 
small roundish white spots are seen on the 
anterior surface of the chest and neck, or on 
the arms, forearms or elsewhere. This form 
of the disease may be seen along with dif- 
fuse scleroderma in the same patient at the 
same time. 


DERMATOMYOSITIS 

Dermatomyositis is a constitutional dis- 
ease, acute or sub-acute, characterized by 
non-suppurative inflammation and degenera- 
tion of some or all of the skeletal muculature. 
Usually, but not always, there is an accom- 
panying dermatitis of variable nature. As 
the disease progresses the body economy suf- 
fers, lost of weight is at times enormous, the 
patient follows a downhill course, and death 
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Sex 


+0 


General Symptoms 


Fever and malaise 


Loss of weight 


+ 


Prostration 


Vasomotor disturbances 


Photosensitivity 


Rheumatic pains 


Abdominal symptoms 


Cardiac insufficiency 


Pulmonary insufficiency 


HUH | +/+ 


i+] 


Dysphagia 


Cutaneous Changes 


Erythema 


Edema 


+ 


+/+ 


Scaliness 


Bulla Formation 


Purpura 


+ +/+ 


Necrotic nodules 


Hemorrhagic nodules 


+/+ 


Telangiectasia 


Atrophy 


Pigmentation 


Hardening of skin 


Calcinosis 


Alopecia 


Areas Involved 


Face 


Neck 


Hands and forearms 


Upper trunk 


HH 44+ [+ 


Lower trunk 


Extremities 


4/+ 


Exposed surfaces 


Physical Findings Except Skin 


Mucous membrane lesions 


Muscle involvement 


Joint involvement 


+/+ 


Polyserositis - 


+) +) 


Hypertension 


Cardiac murmurs 


Hepatomegaly 


Hy 


Splenomegaly 


Lymphadenopathy 


+) R H+ 


Eyeground findings 


+/+| 
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often ensues as the result of penumonia or 
respiratory or cardiac failure. Dermatomy- 
ositis presents a protean cutaneous picture. 
Mild to severe erythema, urticarial or ery- 
thema multiforme-like lesions, or pigmenta- 
tion may be found. Alopecia, stomatitis, and 
calcinosis also can be observed. Sometimes the 
dermatological picture is quite similar to that 
of disseminated lupus erythematosus. At 
other times the features of poikiloderma atro- 
phicans vasculare are present, namely wide- 
spread telangiectasia, pigmentation, and 
atrophy. The latter lesions at times closely 
resemble those of a healed radiodermatitis. 

Periarteritis nodosa is a condition involv- 
ing fundamentally the various parts of the 
vascular tree with a resulting symptomato- 
logy of a complex and variable nature. The 
disease progresses with or without remissions 
until ultimately the various organs of the 
body are no longer able to function properly 
because of damage to the blood vessels. Inter- 
current infection usually brings on death. 
Recovery has been reported, but is extremely 
rare. The skin lesions of periarteritis nodosa 
are not as characteristic as those of dissemi- 
nated lupus erythematosus. Any part of the 
body may be attacked without predilection 
for the exposed surfaces. Lesions are usually 
multiple, and may resemble simple erythema, 
erythema multiforme, erythema nodosum, 
urticaria, or even purpura. Subcutaneous 
nodules develop along the course of a super- 


ficial artery. They are very tender to touch” 


and may gradually change into vesicular, 
pustular, or necrotic lesions. The cutaneous 
picture as well as the entire clinical picture 
will depend on the size and location of the 
vessels which are involved. 


RHEUMATOID ARTHRITIS 


Rheumatoid arthritis and rheumatic fever 
may at times show vague and indefinite ery- 
thema and subcutaneous rheumatic nodules, 
lesions which are not constant and are not 
an important part of the overall clinical 
picture. 

It becomes apparent therefore that in this 
group of diseases the skin lesions of several 
can be easily confused, whereas the skin le- 
sions of others should be fairly easily differ- 
entiated. Disseminated lupus erythematosus 
can in some cases be quite easily confused 
with dermatomyositis, but on the other hand 
a classical picture of either condition should 
be diagnosed. The dermatological picture as- 
sociated with scleroderma is quite character- 
istic and should not be confused with any of 
the other diseases under discusion. Likewise 
the cutaneous manifestations of periarteritis, 
while not being characteristic in themselves, 
are usually enough different from the other 
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conditions that confusion should be easily 
resolved. 


GENERAL SYMPTOMS 


The general symptomatology of these dis- 
eases is rather similar except for a few speci- 
fic points. The intensity of these symptoms 
varies from time to time and from one dis- 
ease to another. Fever, malaise, and aches 
and pains of a rheumatic nature are found 
universally in this group. Prostration, and 
cardiac and pulmonary disturbances are com- 
mon. Abdominal symptoms are fairly fre- 
quent in disseminated lupus and periarteritis, 
but not in other conditions. Vasomotor dis- 
turbances of the nature of Raynaud’s syn- 
drome are frequent in scleroderma and fairly 
common in dermatomyositis. Dysphagia is 
likewise seen frequently in scleroderma, less 
frequently in dermatomyositis, and not in 
the other conditions. Photosensitivity occurs 
in only one of these disorders, disseminated 
lupus, in which condition this symptom is 
almost invariably present. 


PHYSICAL EXAMINATION 


The cutaneous lesions have already been 
discussed. Mucous membrane lesions consist- 
ing of erosions or ulcerations are common in 
disseminated lupus, less common in poly- 
arteritis and rheumatic fever, and usually 
absent in the other diseases. Joint involve- 
ment is universally present in this group, but 
varies, of course, in intensity and according 
to the nature of the involvement. Thus in 
scleroderma the joint disability is the result 
of diminished motion caused by inelasticity 
of the skin, and in dermatomyositis the joint 
disability is the result of muscular weakness. 
The polyserositis of lupus produces the joint 
symptoms in that disease. In the other dis- 
orders a true arthritis is present and in rheu- 
matoid arthritis the well known deforming 
lesions leave permanent damage. Polyserosi- 
tis, which is common in lupus erythematosus 
and occasional in periarteritis and rheumatic 
fever, produces symptoms of arthralgia, 
pleurisy, pericarditis and peritonitis. Cardiac 
murmurs may also result. Cardiac findings 
are, of course, a very prominent feature of 
rheumatic fever. Hypertension is a pro- 
nounced part of the picture of periarteritis 
and is an important diagnostic point inas- 
much as the other members of this group do 
not exhibit it. Enlargement of the liver and 
spleen are in constant findings except in 
scleroderma in which condition such enlarge- 
ment is not present. Lymphadenopathy is 
frequent in lupus erythematosus and rheu- 
matic fever, less frequent in rheumatoid 
arthritis, and quite uncommon in the other 
conditions. Ophthalmoscopic examination re- 
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veals changes in disseminated lupus erythe- 
mitosus indicative of vascular damage. Peri- 
vascular hemorrhages, segmentation of the 
arteries, fluffy exudates, and flame-shaped 
hemorrhages may be present. Such observa- 
tions are not made in the other diseases of 
the group. 
LABORATORY EXAMINATIONS 


Anemia is a rather constant finding in 
al. members of the group except scleroderma. 
Leukocytosis is constant in periarteritis and 

.rheumatic fever and common in rheumatoid 
aithritis. On the other hand leukopenia is 
constant in lupus erythematosus and consti- 
tutes an important diagnostic point. Eosin- 
ophilia is frequent in periarteritis and occa- 
sional in dermatomyositis. Thrombocytopenia 
occurs frequently in lupus erythematosus and 
occasionally in rheumatic fever but is absent 
in the other diseases. The erythrocyte sedi- 
mentation rate is accelerated in all members 
of the group except scleroderma. An increase 
in serum globulin and a decrease in serum 
albumin with a consequent disturbance of the 
A-G ratio is found in lupus erythematosus, 
scleroderma, and periarteritis nodosa. Albu- 
minuria is absent only in scleroderma and 
rheumatoid arthritis. Casts are seen in the 
urine in disseminated lupus, periarteritis, and 
sometimes in rheumatic fever. Hematuria is 
common in lupus erythematosus and peri- 
arteritis. Creatinuria is often present in 
dermatomyositis but not in the other condi- 
— and when present is of great diagnostic 
value. 


“L. E.” cells, when present, are diagnostic 
of disseminated lupus erythematosus. These 
cells are observed when the serum from a 
patient with disseminated lupus erythema- 
tosus is allowed to act upon leukocytes either 
from the bone marrow or from the peripheral 
blood and either from the patient or from a 
normal person. The “L. E.” cells are phago- 
cytes, usually polymorphonuclear neutrophilic 
leukocytes, which contain masses of pur- 
plish chromatin material when stained with 
Wright’s or Giemsa’s stains. The exact signi- 
ficance of these cells remains unknown but 
they have not been demonstrated in any dis- 
ease other than disseminated lupus erythe- 
matosus. 


PATHOLOGICAL FINDINGS 

The skin shows inflammation in dissemi- 
nated lupus, scleroderma, and dermatomyosi- 
tis. Atrophy is common in lupus and sclero- 
derma, and infrequent in dermatomyositis. 
Collagen degeneration of the dermis is fairly 
constant in scleroderma, but less common in 
lupus erythematosus, dermatomyositis, and 
periarteritis. Blood vessels may show dilata- 
tion in lupus erythematosus and dermatomy- 
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. DIAGNOSIS OF 
COLLAGEN DISEASES 
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Laboratory Findings 


Anemia 


Leucocytosis 


H i+ 


Leucopenia 


Eosinophili 


Thrombocytopenia 


Sedimentation rate high 


Serum albumin decreased 


Serum globulin increased 


Disturbed A-G ratio 


+|+/+ 


L. E. cells 


Albuminuria 


Hematuria 


Casts in urine 
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Creatinuria 


Pathological Findings 


Skin 


Inflammation 


Atrophy 


Collagen degeneration 


+ | +/+ 


Blood Vessels 


Dilatation 


Endothelial proliferation 


Necrotizing lesions 


Endarteritis 


+/+ 


Lungs 


Fibrinous pleurisy 


Pneumonia (terminal) 


+ 


+ 


Heart 


Pericarditis 


Endocarditis-verrucous 


+| RR 


Aschoff bodies 


Kidneys 


Wire-loop lesions 


+ 


Spleen 


Peri-arterial fibrosis 


+ 


Muscles 


Inflammation 


Degeneration 


++| |= 


(any tissue) 


Prognosis 


High mortality 


High morbidity 


Treatment 


ACTH and cortisone helpful 
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Salicylates helpful 
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ositis, endothelial proliferation in the former 
and scleroderma, endarteritis in disseminated 
lupus, and periarteritis, and characteristic 
necrotizing lesions in the latter. Lupus ery- 
thematosus exhibits two characteristic le- 
sions, namely a peri-arterial fibrosis in the 
spleen, and the so-called “wire-loop” lesions 
of the kidneys in which the glomerular capil- 
laries are thick and rigid and stain deeply 
eosinophilic. Dermatomyositis presents a 
very pronounced inflammation and degene- 
ration of various muscles. Scleroderma and 
rheumatoid arthritis show a mild to moderate 
degree of muscular degeneration. The lungs 
may exhibit fibrinous pleurisy and/or termi- 
nal pneumonia in lupus erythematosus, peri- 
arteritis, and rheumatic fever.. Pericarditis 
is common in all of these disorders except 
scleroderma and rheumatoid arthritis. The 
verrucous endocarditis of Libman and Sacks 
is found only in disseminated lupus, and 
Aschoff bodies are pathognomonic of rheu- 
matic fever. Collagen degeneration of greater 
or lesser degree occuring in any tissue is the 
so-called common denominator in this group 
of diseases, but is more easily demonstrated 
in scleroderma than in the others. 


PROGNOSIS 
The mortality is very high (nearly 100%) 
in disseminated lupus erythematosus, peri- 
arteritis nodosa, and dermatomyositis, and 
is quite high also in rheumatic fever. The 
patient with scleroderma may succumb to an 
intercurrent disease, but in general sclero- 


derma and rheumatoid arthritis are charac- 


terized by high morbidity and low mortality. 
RESPONSE TO TREATMENT 


Rheumatic fever responds excellently to 
the administration of salicylates, rheumatoid 
arthritis less well, the others not at all. 

Corticotropin (ACTH) and cortisone have 
been shown to be valuable preparations to 
help induce remissions in these chronic dis- 
orders except for scleroderma which does 
not respond well to this form of hormone 
therapy. 

CONCLUSION 

Although the so-called “collagen diseases” 
show some similarities, and although many 
persons have come to accept rather generally 
the idea that the disturbances of collagen 
constitute the common denominator of all dis- 
eases in the group, we must not conclude 
that: they have a common or similar patho- 
genesis. Each member of this group is a 
specific disease in itself. 

In order to demonstrate the specificity of 
these disease entities, and to help in their 
differential diagnosis, this paper has stressed 
the diagnostic points which are different and 
characteristic. 
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October 29-31 1953 


e Six Outside Speakers 
e Dinner Dance 
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e Football Game 
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Gynecologists, Obstetricians 
to Meet in Torreon 


The Society of Gynecology and Obstetrics 
of Laguna, an affiliate of the Mexican Asso- 
ciation of Gynecology and Obstetrics of Mex- 
ico, announces the fourth annual National 
Feunion of Gynecology and Obstetrics which 
will take place in the city of Torreon, Coahui- 
la, on the 19th, 20th, and 21st of November, 


1953. 


All the gynecologists and obstetricians of 
tie Republic are invited to submit papers 
and attend this meeting. The organizing 
committee has set the date to receive papers 
up to September 30, 1953. They reserve the 
right of selection in the event that these ex- 
ceed the number previewed for presentation. 


REPETATUR: “Many an honest man has 
extolled this or that as effective when all the 
power it had was a placebo. Recognition of 
the high effectiveness of placebos in treat- 
ing subjective ailments is a first safeguard 
against extravagant statement.” — Beecher. 


Clinical Clippings, March, 1953. 


TAYLOR-SIMPKINS, INC. 


MEDICAL OXYGEN 


2123 Texas Street 3-0952 El Paso, Texas 
Nights — Call 5-0359, or 5-3060 


We Carry A Complete Line of 
DIABETIC FOODS AND SUPPLIES 


MCKEE’S PRESCRIPTION PHARMACY 


.105-A East San Antonio St., Ei Paso 
Dial 2-2693 


THE PRESCRIPTION SHOP 


A PROFESSIONAL PHARMACY 


C. D. CUNNINGHAM, MGR. 
Lobby First Nath Bank Bldg. 


Phones 2-4121 and 3-5522 


EL PASO, TEXAS 


206 S. BROADWAY 
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e 22 Meter Frequency 
e Excellent Surgical Output 
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MORTUARY 


910 Grand Ave., N. E. 3-4404 Albuquerque, N. M. 


Prench-Fitzgerald| 


C. G. McDow and Son, Props. 


Rio Grande Pharmacy 


419-421 South Stanton St. 2-4473 El Paso, Texas 


EXTER MORTUARY 
STRICTLY ETHICAL 


108 Yale Bivd., S. E. 3-4571 Albuquerque, N. M. 


For Your Convenience 
Use Our Handy Charge-A-Plate Service! 


The White House 


El Paso, Texas 


Prompt 24-Hours 


MARTIN 


Ambulance Service 
710 N. Stanton El Paso, Texas 


Ambulance Service at All Hours 


Kaster & Maxon 


El Paso, Texas 2-3431 


Rodehaver - Miller 
AMBULANCE SERVICE 
PHONE 5-2748 


2600 East Yandel! Blvd. El Paso, Texas 


Only at the Popular in El Paso... 


A. G. SPALDING SPORTS EQUIPMENT 
MEZZANINE, MEN’S STORE 


POPULAR DRY GOODS CO. 


It’s 


Sweeney's 


FOR PRESCRIPTIONS 


MILLS BLDG. — PHONE 3-4445 — EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


e Send the following measurements: from 
level of shoulders to tip of sacrum; circum- 
ference of pelvis above trochanters; circum- 
ference of waist; height and weight. 


Christopher 
Brace and Limb Co. 


815 N. Cedar at Five Points 


5-3841 EL PASO, TEXAS 


EL PASO, TEXAS 


GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 8 Conveniently Located Stores 


YSLETA, TEXAS 
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